Objective-To study the Results-Mean (SD) total score across complaints for competence was 49% higher than in the performance test (81-8 (11) compared with (10-1), p<0-0001). The Pearson correlation across complaints between the competence total score and the performance total score of the participating physicians was -0-04 (not significant). When efficiency and consultation time of the consultations were taken into account, the correlation was 0-45 (p<O-Ol).
Introduction
Senior and Lloyd distinguish between competence and performance of physicians.' 2They define competence as what a doctor is capable of doing and performance as what he or she actually does in day to day practice.
In their effort to guarantee quality of medical care, medical schools and other licensing bodies have set up examination systems to decide which students will or will not qualify as practising doctors. Many countries have installed national examination bodies, whose role it is to develop, spread, and apply methods ofexamination to assess the competence of medical students.
Competence consists of knowledge, skills, and attitudes.' Assessment of competence therefore requires several measurement instruments, each representing different aspects of competence. The choice of assessment method should be based on research on the reliability and validity of the available methods. 4 The use of standardised patients in examinations (representing the most important aspect of medicine: a consultation with a patient) has been shown to be the most direct method of assessment, with a high reliability and high validity.L icensure examinations typically assess competence, whereas assessment of actual practice refers to performance. The assumption behind licensure examinations is that competence predicts performance: passing the examination predicts quality of care and performance in actual practice. Surprisingly, no evidence exists that this assumption is true. In most studies competence and performance tend to be measured by different methods, or implicitly used concepts are not mentioned. 8 The relation between competence and performance is also important for another reason. Several studies in actual practice show that doctors perform below set standards, whether standards are set by experts" '3 or by the participating doctors themselves.6 It has been suggested that one of the main reasons doctors perform below standard is that they do not know how to act correctly. ' We investigated whether competence and performance, as defined by Senior and Lloyd, are related by using standardised patients. For the performance assessment, unrecognisable standardised patients consulted family doctors during normal surgery hours.
Recent studies have shown that standardised patients may be introduced into practitioners' offices, with negligible detection rates.6"' For the competence assessment, standardised patients were used in a controlled examination setting.
We hypothesised that the achievement of the doctors in the competence assessment would be higher than in the performance assessment36 but expected achievements in both assessments to be correlated.
Subjects and methods
The study was divided into a performance and a competence part, which took place consecutively.
PERFORMANCE ASSESSMENT
We selected eight medical problems from 24 nationally accepted and published Dutch primary care standards. ' Four groups of three standardised patients (six women, six men) were selected. The three standardised patients in each group were of the same sex and roughly the same age. The patients were trained to present a complaint in a standardised manner and to score history taking, physical and laboratory examination, instructions given to the patient, treatment, and follow up using the aforementioned standards. To assess the reliability and consistency of scoring among the patients standard procedures were used.9 '0 In brief, the report of the standardised patient about a consultation with a doctor was compared with the report by a panel of doctors about the same consultation. The reliability and consistency agreement scores ranged from 0 8 to 1 0 (maximum value of x= 1 0). All standardised patients signed a written consent to keep all medical and personal information about the general practitioners in this project strictly for research purposes.
In January 1988 we asked all 442 general practitioners working in the province of our university to give their written acceptance of standardised patients into their practices for three years and of later participation in the competence assessment. The doctors were not told how often or when they would be visited, nor the content of consultations, but they were told that they would be informed when and by whom they had been visited at the end of the project. They were asked to report every patient whom they thought they detected as a standardised patient. Four Of the 442 doctors asked to participate, 137 (31%) of the doctors was able to recall these patients, before agreed to be visited, of whom 131 also agreed to take or after the competence phase. part in the competence part. Thirty nine doctors were Table I shows the obligatory, intermediate, superselected and visited, three of them as pilot practices. fluous, total, and time scores. The obligatory and For financial reasons, the main selection criterion for intermediate scores have a maximum number of including a general practitioner was the distance actions per standard, so these scores can also be between his or her practice and the university (less than calculated as percentages of a particular standard. 30 km). After all visits had taken place 36 doctors were Table I shows there was a significant difference asked to take part in the competence part, and 34 (94%) between competence and performance for each of the agreed to do so. Personal and practice characteristics of variables, with competence scores being consistently the participating doctors did not deviate from national higher than performance scores. The mean total score data (mean years of experience in practice of the 34 for competence across four complaints, for example, doctors was 12 (range 1-28) and 15 (44%) were in single was almost 50% greater than the same performance handed practices). In none of the 156 visits in actual score. In addition, percentage of standards met in the obligatory category was less for the diabetic case (34%) gatory, intermediate, superfluous, total and time scores and percentages of the than for the other cases (69%, 58%, 65%). Max o 5 8-7 (24)**** 25(11* 1.9(1.9)** 13-1(4.0)**** 6-8(2.6)**** and the total score, respectively, across four com-
18-2(2-4) (table III) . These values show again that the obligatory and total scores yield a low correlation. reduced to its medical-technical aspect, which means D05, ****-=p<0-0001; Wilcoxon signed rank test (paired design).
that doctors' attitudes and knowledge were not duct moment correlation between competence and performance for the differetnt studied. Secondly, this study used only four cases per itioners doctor, which is too few to allow generalisation beyond the specific sample of cases used. Thirdly, only 31% of 
It seems necessary to reconsider carefully the procedures for setting standards. It might be advisable to start with an assessment of actual practice in a valid way. In this process standardised patients can play an important part. As the standardised patients were highly satisfied in nearly all consultations, even though the doctors' scores varied, the number of actions performed cannot be the sole base for assessing a doctor's competence.
We have shown there is a difference between competence and performance of doctors. Taking qualitative data into account, competence is a predictor of performance. This should be taken into consideration in examination systems and in decisions about the way doctors are assessed for (re)certification. Quality of care in actual practice should not be assessed on the basis of standards alone. Other aspects of practice, such as patient satisfaction, consultation time, and outcome of consultations, should also be evaluated.
